
Sickness certification system in the United Kingdom

Doctors are indeed agents of social control

Editor—Doctors are agents of social con-
trol and get paid accordingly. And you’d bet-
ter believe it because it ain’t about to change.

A cold ain’t a cold until you say it is. A
person ain’t fit to drive until you say they are,
and nobody ain’t fit to go back to work until
you say they are.

Enter the patient. There are the driven
folk, those without insight, who want you to
look under the bonnet, twiddle a few knobs,
and send them magically repaired back on
their way. These are the people you encour-
age to take time off work because it’s all you
can do, and often they take no notice.

Then you have the amorphous dispos-
sessed. Those who have to work and don’t
feel up to it; those who experience the
drudgery of manual work when there is
depression or pain; those out of work and
under pressure to take jobs that are even
worse than the ones they’ve lost. These
people create the dialogue of uncertainty
that is so accurately illustrated in Hussey et
al’s paper.1

In the face of this uncertainty we create
terms and phrases that obfuscate. We write
sick notes unthinkingly and inconsistently,
doing so with good grace for those we like
and more grudgingly for those who make us
feel angry or uncomfortable.

There is anarchy in all this that we rather
enjoy, but we do so irresponsibly. In one of
the focus groups a doctor had written noth-
ing in the space provided for diagnostic
detail and boasted that in four months no
one had taken him to task for it.

This is the point: there is no redress for
anything you write, but imagine the chaos
you can create for the honest employer, the
small business with a shoestring workforce
stripped of a couple of indispensable
workers for two weeks.

James N Hardy general practitioner principal
Bethnal Green Health Centre, London E2 6LL
james.hardy@nhs.net
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Maybe charging for certificates clarifies
matters

Editor—It seems sick certificates stimulate
the same concerns the world over,1 I have
worked in the United Kingdom, Australia,
and now in Canada. Sick certificates (and
their grander cousin, the “insurance form”)
particularly seem to challenge the relation-
ship between patient and doctor because it is
often a third party that demands them and
not the patient. If we are honest with
ourselves, how much is “time off work” part of
the treatment plan for a patient? When
providing certificates we are, as mentioned by
one respondent, more often being policemen
for employers, not doctors for our patients.

From another angle we also must be
mindful of the potential harm we can do by
providing a sick note “just because the
patient demands it.” We certainly don’t pro-
vide benzodiazepines or opioids on the basis
of the same premise. Any professional
relationship that is based on fear of losing
the patient or just “giving them what they
demand” is dysfunctional and needs to be
terminated anyway.

And what is my cop out solution? Here
in Canada I am free to say to the patient that
unfortunately their government medical
cover does not include the cost of sick notes
and there is a charge for them. (Actually, I
believe the same applies in the United King-
dom, does it not?) Very quickly the
certificates seem to become far less neces-
sary when they are not free.
Paul V Mackey general practitioner
Fort St John, British Columbia, Canada V1J 2B1
paulori@solarwinds.com
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Medical certificates are challenging but
essential part of job

Editor—No one is in a better position to
issue a sickness certificate than a general
practitioner.1 He or she has the information

at hand and sometimes good knowledge of
the patient. Independent examination
would be an unmanageable system with
constant requests for the general practition-
er’s opinion and records.

My role in sickness certification has
made me realise that general practitioners
are not patient advocates but an essential
part of society’s machine. People need
somewhere to go when they are ill or believe
themselves to be ill or even if they are swing-
ing the lead. As general practitioners we are
an essential part of the system that tries to
ensure people are using the country’s
resources appropriately. The government
drops our gatekeeping role at its peril.

The ability to negotiate a sick note and
to know how to balance what is best for the
patient—for example, perhaps not adopting
the sick role—and what is best for the system
is a huge responsibility and intellectually
quite challenging if thought through in
terms of the patient and society.

A lack of ability to confront patients is a
deficiency in general practitioners’ skills.
The epidemic of illness behaviour and sick
role adoption is partly our fault.
Graeme Mackenzie general practitioner
Whitehaven CA28 7RG
graeme.mackenzie@gp-a82041.nhs.uk

Competing interests: None declared.

1 Hussey S, Hoddinot P, Wilson P, Dowell J, Barbour R. Sick-
ness certification system in the United Kingdom:
qualitative study of the views of general practitioners in
Scotland. BMJ 2004;328:88-91. (10 January 2004).

Department for Work and Pensions is
trying to address challenges

Editor—Hussey et al produce similar
findings to other recent studies about
general practitioners’ advice on fitness for
work,1–3 but in his editor’s choice Smith con-
cludes that much of this work is philosophi-
cally untenable. General practitioners have
been poorly trained in this important and
undoubtedly difficult aspect of their day to
day work, a challenge that the Department
for Work and Pensions is anxious to address.

Smith also perpetuates the myth that
general practitioners are acting solely as
agents for the department, presumably in
the same way that they are agents of the
NHS when they issue a prescription?

Advice on fitness to work is an integral
part of the clinical management of patients
of working age. The obligation to record the
advice on a statement (such as Form Med 3)
does not detract from the doctor’s overrid-
ing concern for the best clinical outcome for
the patient. Good professional practice may
sometimes mean challenging the patient’s
view, much as a general practitioner may do

GPs are in best position to issue sickness
certificates
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when requested to prescribe a drug. But it is
an extremely narrow view of advocacy to
believe that a skilled professional should
simply accede to the patient’s wishes without
any negotiation.

The government has recognised the
need for reforms in the area of incapacity
for work, including many of the changes
called for by Hussey et al.4 5 Employers need
to take greater ownership of managing
absence and avoiding inappropriate medi-
calisation. But general practitioners’ position
in frontline health care inevitably means
that they will remain a key source of advice
and influence for working patients for the
foreseeable future.

General practitioners’ educators should
urgently recognise the need for a change in
thinking about this aspect of vocational
training and continuing professional devel-
opment. To support them in this task, the
Department of Work and Pensions already
provides a range of relevant training
resources, evidence based guidance, online
training, and a national network of medical
officers (www.dwp.gov.uk/medical).
Mansel Aylward chief medical adviser
Department for Work and Pensions, London
WC2N 6HT
mansel.aylward@dwp.gsi.gov.uk
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Public involvement in health
care

Every voice counts, not just that of patients

Editor—Section 11 of the Health and
Social Care Act 2001 concerns “persons to
whom . . . services are being or may be
provided.” This means that more people
than current patients have to be involved
“directly or through representatives” about
plans and services. Florin and Dixon’s
philosophising about the desirability of pub-
lic involvement is therefore curious.1

User involvement in health and social
care should lead to shared power and genu-
ine partnerships, with no short cuts or quick
fixes.2 Investment in community develop-
ment is needed for sustainable engagement,
so that every voice can count, not just that of
patients.3

Many users reject the role of a patient as
inherently powerless. My experience in
Wandsworth is that user participation
groups in primary care practices can foster
trust, responsibility, and partnership
between users, practitioners, and managers.

Such small scale benefits are important.
Supporting practice based participation can
open new channels for compliance with sec-
tion 11 requirements and create lasting
structures of user involvement, reaching out
into the community from general practices.
Investment as well as good intentions will be
needed to achieve that.
Andrew Craig partner
Moore Adamson Craig Partnership LLP, London
SE21 8BT
andrew@mooreadamsoncraig.co.uk

Competing interests: AC is a partner in the
Moore Adamson Craig Partnership LLP, a
consultancy specialising in user and public
involvement, research, policy, and training.
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Public involvement is needed at highest
level

Editor—Florin and Dixon bring coherence
and clarity to what has hitherto been a mud-
dled debate.1 Two things are worth adding.

Firstly, the more devolved and local pub-
lic involvement in health policy develop-
ment becomes the more the government’s
national strategy and targets become givens.
The public was not involved in the British
government’s decision to focus on mortality
and cure (which are easily measurable) at
the expense of long term medical conditions
that chiefly affect the quality of people’s lives.
But that focus has become a given that will
dominate the development of local health
policy. If governments wish to provide the
sort of health care people want, public
involvement in health strategy development
is needed at the highest level.

Secondly, a tendency prevails to see
public involvement as something separate
from the rest of health policy development
instead of an integral part of it. Dermatology
is an exception.

The Action on Dermatology programme
was established in 2000, chiefly in response to
long waiting times. A task group was
established to identify, develop, and dissemi-
nate good practice in the delivery of
dermatology services. The task group consists
of two or three representatives of the NHS
Modernisation Agency, two consultant der-
matologists, two dermatology nurse special-
ists, two general practitioners actively inter-
ested in dermatology, two patients’
representatives, and a pharmacist. Everybody
in the group has equal status. There is no

politically correct pandering to the patients’
representatives (of whom I am one), but our
views are weighed equally with those of
others, and we are not “token patients.”

This inclusiveness and egalitarianism
have made the programme so successful. Its
findings were published and are now being
developed further.2 All parties found the
programme’s task group as a forum for the
exchange of information and ideas so useful
that it has been kept running, although
funding ceased in March 2003.
Peter M Lapsley chief executive
Skin Care Campaign, London N19 5NA
peter.lapsley@btopenworld.com
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Process needs to be transparent and open

Editor—Florin and Dixon raise important
points about the need for clarity on the issue
of increased public involvement in decision
making in the NHS.1 Two points are worth
emphasising.

Firstly, the entire process could be
reduced to a tickbox exercise in which trusts
co-opt “tame” representatives to rubber
stamp decisions.

Secondly, “professional” public repre-
sentatives could emerge whose views are not
necessarily representative of the public’s and
who turn up as public representatives on
every committee and board.

The process by which the public is
involved in making health service decisions
needs to be transparent and open and may
require extra effort, to ensure that the proc-
ess is indeed inclusive.
Ike Anya specialist registrar, public health
Bristol North Primary Care Trust, Bristol BS2 8EE
ikechuku.anya@lshtm.ac.uk

Competing interests: IA is employed by the
NHS.
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Some things do count

Editor—Having retired and moved away
from the area in which I worked I have
become an increasing user of the NHS and
find it impossible to get worthwhile infor-
mation on which to make a balanced
judgment about things that should be
counted easily.

The informal local knowledge that was
available and useful is no longer available to
me. My general practitioner, who is excel-
lent, knows only the local services and does
not know what their results are.

I needed a hernia repair—but surgical
results are not available. Local anaesthesia
and day case surgery as your editorial
recommends—no information available, and
in particular, no warning that the surgeon
has an unrealistic belief in the rapidity of
onset of action of local anaesthetic. Need
another hip replacement? No information
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about results to help with the decision
whether to travel back to London, or have
surgery locally.

If we take public involvement in health
care seriously, and if we believe in using
industrial processes in health care, on which
the same issues carries articles, this is not
good enough. I have to disagree with
Einstein and with McKee1—these things can
and ought to be counted, and they do count.
Martin W McNicol retired doctor
Cirencester, Gloucestershire GL7 1FA
mcnicol@globalnet.co.uk

Competing interests: MM is an active NHS serv-
ice user.
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NHS Modernisation Agency’s
way to improve health care
Editor—As leaders in the NHS Modernisa-
tion Agency, we were delighted to see the
paper by Young et al summarising three key
approaches to improving manufacturing
systems.1 Improvement programmes in the
agency have been adapting these
approaches successfully to NHS healthcare
systems for several years.2

We now refer to this body of knowledge
as “clinical systems improvement.” At its
heart is the graphical presentation of data
and their analysis using statistical process
control. Key measures are monitored to see
whether changes to the system have made a
notable impact and determine whether
improvement has occurred before the
change is rolled out. Data are presented in a
format that is easily understood and statisti-
cally valid, which appeals particularly to
doctors.

We have had success in applying these
methods to improve emergency flows,3 and
reducing journey times in cancer care. Now
we are learning to apply these methods
across entire organisations. For example, in
Nottingham City Trust elective admission
rates have increased by 8% and cancelled
admissions for surgery have been cut in half
by improving the emergency pathway and
reducing medical outliers.

The improvement partnership for hos-
pitals is accumulating knowledge and
experience from Modernisation Agency
programmes (www.modern.nhs/iph).4 We
offer an ambitious learning programme to
NHS trusts, support senior managers, and
clinicians in reforming their local healthcare
delivery systems.

Publication of our methods and results
in journals such as the BMJ will help to
spread awareness, encourage clinicians to be
more involved in improving their own serv-
ices, and stimulate fruitful discussion. Our
vision is that staff in all healthcare organisa-
tions will have the capacity continuously to
improve their own services on the basis of
the priorities of their patients and that
together we will improve the quality of
healthcare in the NHS.

Hugh Rogers medical director, Improvement
Partnership for Hospitals
hugh.rogers@npat.nhs.uk
Kate Silvester associate director, innovation and
knowledge group
Jill Copeland programme director, Improvement
Partnership for Hospitals
NHS Modernisation Agency, London WC1V 7PW
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Health needs of women who
have sex with women

Maybe new subspecialty is needed

Editor—The editorial by Hughes and
Evans discussed the health needs of women
who have sex with women.1 NHS services
are predominantly targeted using white,
heterosexual imagery. How non-white, non-
heterosexual people relate to these images
and whether they would still access a service
that used imagery irrelevant to their cultural
references are debatable. Work is needed,
with local initiatives and voluntary sector
groups in partnership, to develop appropri-
ate campaigns and culturally relevant mate-
rial to encourage equitable access.

Services also need to address the issue of
cultural competency both in directly
employed and contracted services. Diversity
and equality are high on the NHS human
resources agenda but have been slow to
infiltrate the medical hierarchy. Research
has shown perceived disapproval acts as a
barrier to accessing care.2 Targeted services
for lesbian or bisexual women have illus-
trated the breadth of need for this group. A
wider ranging agenda for diversity and
equality and a strong move by both medical
and nursing colleges and education would

help instil confidence that, when seeing a
health professional, sexuality will be recog-
nised and not ignored or rejected.

Perceptions of prejudice are embossed
during adolescence and childhood and the
establishment of children’s trusts and the
dissolution of section 28 offer opportunities
to establish a new status quo. Local strategic
partnerships and the rise of health inequali-
ties demand that this population of need is
neither neglected nor ignored.

The United States has consultants of les-
bian and gay public health. Perhaps in the
United Kingdom we should look at develop-
ing a new subspecialty in public health for
this new age of cultural awareness?
Justin Varney specialist registrar public health
South East London Public Health Network,
London SE10 8EX
Tank1275@aol.com
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Methodological assumptions underlying
conclusions should have been questioned

Editor—The health needs of lesbian
women clearly deserve more attention. I
strongly agree with Hughes and Evans’s
statements about the importance for health-
care providers to understand that lesbianism
is within the normal range of sexual behav-
iour and to reduce perceived and actual
prejudice in medical settings.1

However, the editorial seems to neglect
some essential methodological problems
related to the epidemiology of lesbian
health by listing conditions where lesbians
are supposedly at special risk.

The Solarz report from the Institute of
Medicine reviewed empirical research about
physical and mental health in lesbian
women.2 The report concludes that they are
vulnerable for the consequenses of specific
psychosocial pressure related to marginalisa-
tion, and that the healthcare system does not
provide sufficiently culture sensitive care for
women who have sex with women. Apart
from this, no conclusions can yet be drawn
about the relative risk or prevalence of breast
cancer and other disorders in lesbian
women. So long as representative population
based samples are not available, where
people give an honest answer to the question
of sexual orientation, quantitative compari-
sons between lesbian and heterosexual
women cannot be accomplished or justified.2

I am surprised that the BMJ did not
question the methodological assumptions
underlying the epidemiological conclusions
drawn from the studies referred to in this
editorial. More research is needed within
this field, rather than re-forwarding epide-
miological myths about the health of lesbian
women.
Kirsti Malterud professor
Division for General Practice, University of Bergen,
Kalfarvn 31, N-5018 Bergen, Norway
kirsti.malterud@isf.uib.no

Competing interests: None declared.
Relevant materials are needed to encourage equitable
access for women who have sex with women
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Evidence is lacking that women who have
sex with women are high risk group for
cancer

Editor—As pointed out by Hughes and
Evans, the healthcare needs of women who
have sex with women are an underpriori-
tised area of research and public attention.1

The statement, however, that these women
represent a group at greater risk of develop-
ing particular cancers than their hetero-
sexual counterparts lacks empirical support
in the literature.

In what seems to be the only population
based cohort study on the subject, little sup-
port was found for this widely and long held
belief.2 Findings among 1614 Danish women
who registered in homosexual partnerships
in Denmark during 1989-97 and who were
followed up for cancer over 6656 woman
years showed that being part of a registered
homosexual partnership is not associated
with increased risk of cancer at any site.

Cancer risks may well differ between
women who have sex with women who for-
mally register their relationship and those
who do not register, as well as between
women who have sex with women who live
in countries like Denmark, with a compara-
tively liberal attitude to the broad and
expanding spectrum of sexual relationships
between consenting adults, and those living
in areas with less tolerant attitudes. There-
fore, although not supported by available
empirical evidence from population based
data, high risk groups of women who have
sex with women may exist.

At our current level of understanding,
however, no convincing empirical evidence
maintains that these women in general are a
high risk group for cancer. If high risk
groups of women who have sex with women
exist, this must be due to factors that
increase cancer risk independently of sexual
preference, fantasies, behaviour, or identity.
Morten Frisch senior investigator
Department of Epidemiology Research, Statens
Serum Institut, DK-2300 Copenhagen S, Denmark
mfr@ssi.dk
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Cervical screening is offered without
asking for sexual preferences

Editor—With reference to the editorial by
Hughes and Evans, we emphasise that the
NHS cervical screening programme offers
cervical screening to all women without
inquiring about their sexual behaviour.1

We agree that many women who have
sex with women have, at some time, also had
a sexual relationship with a man, and their
risk is no less than for the majority of the
population. Women who have never been

sexually active with a man are equally
entitled to cervical screening and may wish
to discuss their situation with their general
practitioner or sexual health adviser before
making an informed decision about whether
to participate in the programme or not.
Julietta Patnick director
Catherine M Davison information manager
NHS Cancer Screening Programmes, Sheffield
S11 9PS
julietta.patnick@sheffield-ha.nhs.uk

Competing interests: None declared.
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Authors’ reply

Editor—We thank everyone who contrib-
uted to the rapid response debate on
bmj.com.1 Many of the responses related to
homophobia in medicine. The editorial was
designed to raise awareness of the health-
care needs of women who have sex with
women rather than to stimulate a debate
about the morality of homosexuality.

Varney’s comments on accessibility and
appropriateness of care provided by an
informed clinical workforce are apposite.

Malterud expressed justified concern
about the appropriateness of the conclu-
sions we drew using the restricted epidemio-
logical data available. We agree that epide-
miological data concerning sexuality and
health outcomes are difficult to gather and
interpret.

We are pleased Frisch brought attention
to a Danish study that was not published at
the time of our submission and is the only
population based study in this area listed in
Medline. It shows that women who have sex
with women are not at higher risk of cancers
than heterosexual women.2 We note the
study’s limitations in monitoring a self
selected homosexual population in regis-
tered partnerships only, of relatively young
age, and with short follow up. We also note
the small numbers of incident cancers with
which the statistical analyses were made and
think it would be dangerous to draw
unequivocal conclusions from a single
paper.

The literature available presents evi-
dence that women who have sex with
women have increased risk factors for a vari-
ety of conditions. We look forward to the
publication of further direct evidence that
assesses the population impact of these risks
and helps improve the standard of care for
this important minority group.
Clare Hughes final year medical student
Guy’s, King’s, and St Thomas’s School of Medicine,
London
clarehughes@journalist.com

Amy Evans specialist registrar, genitourinary medicine
Leeds General Infirmary, Leeds LS1 3EX
amy.evans@leedsth.nhs.uk

Competing interests: None declared.

1 Electronic responses. Health needs of women who have sex
with women. bmj.com 2003 http://bmj.bmjjournals.
com/cgi/eletters/327/7421/939 (accessed 23 Jan 2004).

2 Frisch M, Smith E, Grulich A, Johansen C. Cancer in a
population-based cohort of men and women in registered
homosexual partnerships. Am J Epidemiol 2003;157:966-72.

Health risks of overseas travel

Ignorance and complacency prevail
about infectious diseases

Editor—Dobson comments on an article
that is to appear in Travel Medicine and Infec-
tious Disease, in which the researchers call for
more education about the prevention of
malaria and other infectious diseases.1 2

We recently returned from the Rio
Negro area, 40 km from Manaus city in the
Amazon, Brazil. During the first trimester of
2003 Manaus experienced an 815%
increase in cases of malaria compared with
the same period in 2002.3 This means 223
new cases daily, and close to 17 000 notifica-
tions for the trimester.3

Despite this increase, most Americans
and Europeans whom we met did not take
malaria prophylaxis. Also, most were not
vaccinated against yellow fever or hepatitis
A. Many found it ridiculous that we were
taking Malarone (atovaquone plus pro-
guanil) and had received vaccines before we
travelled.

The local guides argued that malaria
prophylaxis was unnecessary on the Rio
Negro since mosquitoes do not thrive in the
acidic waters of this part of the river. They
were clearly well educated in biology and
infectious diseases but apparently forgot
that all tourists need to travel through high
risk areas to reach the Rio Negro delta.

Many young Europeans and Americans
seem not to be used to taking responsibility
for their own health. Decades of well
functioning public health systems, vaccina-
tion programmes, easy access to “high tech”
health services, etc, seem to leave young
people naive and ignorant about infectious
diseases.
Ulf R Dahle scientist
Division of Infectious Disease Control, Norwegian
Institute of Public Health, PO Box 4404 Nydalen,
N-0403 Oslo, Norway
ulf.dahle@fhi.no

Fernanda C Petersen postdoctoral fellow
Institute of Oral Biology, Dental Faculty, PO Box
1052 Blindern, University of Oslo, N-0316 Oslo
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Perhaps treatment on return home should
depend on having taken drug prophylaxis

Editor—In his news item Dobson high-
lights the health risks of overseas travel.1 I
find that most of my patients who travel to
malarial areas without taking prophylaxis
don’t do so for the following reasons.

Firstly, they don’t believe they are suscep-
tible, having lived in a malarial area for years.

Secondly, they haven’t sought advice.
Thirdly, they know they ought to take it

but are not willing to pay for it, although the
cost of prophylaxis is a fraction of the cost of
the holiday.

Fourthly, they believe that they can avoid
being bitten.

Finally, very occasionally, they have trav-
elled at very short notice. Adequate prophy-
laxis at the airport might therefore be
helpful 24 hours a day; it could even be a
condition of boarding the aeroplane that
passengers have adequate and appropriate
drug treatment with them.

I suggest that patients returning from
abroad with preventable illnesses such as
malaria are treated in the NHS only on the
production of a receipt proving that they at
least bought or were given the appropriate
drugs for themselves and all members of
their families who travelled with them.
Jonathan S Charlton general practitioner principal
Elmcroft Surgery, 5 Elmcroft Crescent, North
Harrow HA2 6HL
j_charlton@hotmail.com

Competing interests: None declared.
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Validity of Canadian studies

Author’s response

Editor—My detailed response to the news
report by White on the valid-
ity of my studies is available
on bmj.com.1 2

The report contains sev-
eral inaccuracies. The typo-
graphic error of writing SE
instead of SD had already
been acknowledged. We did
not ask the subjects to
remember and recount 50
digits. I provided detailed
responses to all the com-
ments of Roberts and Stern-
berg. However, Meguid (the
editor) took the unfair step of
sending my response to
them and they modified their
commentary and added a
figure that I did not see
before publication.

In science there is scope
for different methods of
analyses. It is impossible to conduct statistical
analyses from our published paper of the
kind claimed by Roberts. Repeated requests
to Roberts, Sternberg, and Meguid about
their funding and honorariums have not
yielded a response.

President Meisen of Memorial University
and his advisers looked at my manuscript; all
information was provided. He wrote to Smith,
editor of the BMJ: “I am satisfied that there
has been no wrongdoing by Dr Chandra. I
urge you to draw the same conclusions.”
Meisen said that I had promptly and
thoroughly responded to all his queries.

Strawbridge’s comments are at variance
with his president’s conclusions. His assertion
that “a very large proportion of Chandra’s
work is in a journal he edits” is wrong; only 11
out of 190 articles were published in Nutrition
Research. He does not say why the university
has not investigated the criminal offence of
the breaking open of my office and cabinets.
A nurse’s recorded statement that “she had
tucked away” my research files that are still
missing was not followed up.

I stand by my research. I am confident the
conclusions of our study will be confirmed.
Ranjit K Chandra retired
Y-182 Regency Park II, Gurgaon 122002, India
nutres2002@yahoo.com

Competing interests: RKC holds a patent for a
multinutrient but has not derived any financial
gain from it.
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Response of editor of BMJ
Editor—We were wrong to suggest that
Chandra’s paper showed that participants
could remember 50 digits,1 and a correction
has been published.2

In his rapid response to White’s news
article Chandra quotes Professor Meisen’s
letter at length,3 but that letter was dated 2
April 2001. In response to that letter I went
back to our reviewers and consulted our eth-
ics committee. We remained convinced that

there were major problems
with Chandra’s paper, and so
I wrote back on 30 November
2001 and asked the university
to clarify what form its investi-
gation had taken. In particu-
lar I wanted to know if the
university had examined the
raw data of the study.

Meisen wrote back on 3
January 2002 to say that uni-
versity had not asked to see
the raw data. He acknowl-
edged that we had raised new
issues and said that the
university would review them
and get back to us.

As I didn’t hear further, I
wrote again to the university.
On 19 August 2002 I
received a letter from Profes-

sor Strawbridge, director of faculty relations,
in which he said that Chandra had resigned.
Nevertheless, the university expected Chan-
dra to respond.

On 12 November 2002 I received a fur-
ther letter from Strawbridge, explaining that
Chandra could not help with queries

because in his words “all my papers are in
storage and some pertaining to this study
were mislaid . . .” Chandra provided an
address in Switzerland.

Chandra has not given an adequate
answer to important questions about his
work. Major doubts about all of his work will
persist until he cooperates with the
university—and perhaps some independent
experts—in a full inquiry.
Richard Smith editor
BMJ
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Response of editor in chief of Nutrition
Editor—Concerning the Chandra debate1: if
Chandra were to provide the details of the study
methodology and the original data as requested
by his critics, wouldn’t the debate end?

The scientific process encompasses (a)
the careful conduct of the researcher and his
or her team, or both, and the acquisition of
credible data; (b) the description of the
research in a manuscript, with presentation
of the data and logical interpretation, such
that fellow scientists can reproduce the data;
(c) a peer review system of the manuscript
before publication; (d) the scrutiny of the
data by readers of the paper after publi-
cation; and (e) the independent reproduc-
ibility of the data on the basis of the methods
reported in the paper in the long term.

In the past Nutrition’s readers have occa-
sionally raised issues based on (d), and these
have always been satisfactorily resolved by
open discussion and, if necessary to satisfy
statistical concerns, by disclosure of the data.

With regard to Chandra’s study, the con-
troversy over the veracity of the data could
have been resolved at an early stage, and can
still be easily resolved were Chandra to pro-
vide the details of the study methods and the
original data to his critics. Until now, despite
contrary claims, he has failed to provide
specific answers to questions about the
methods or access to the data. Why?
Michael M Meguid editor in chief, Nutrition
Upstate Medical University, University Hospital,
750 East Adams Street, Syracuse, NY 13210, USA
meguidm@upstate.edu
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